Due to its early onset of action, short half-life, and short recovery period, in recent years, propofol has been increasingly used for sedation during endoscopic procedures. 1 Although it is generally associated with good hemodynamic stability, dose-dependent respiratory depression and a decrease in the blood pressure and heart rates can occur. 2 An impaired cardiac function has been reported to potentiate the drug' s effect, and no pharmacological antagonist is currently available for it. This has suggested that the use of propofol was associated with a higher rate of cardiopulmonary adverse events. While in the United States propofol is generally administered by anesthesia specialists, it is administered by endoscopists in Korea. 3 Concerns about the safety of endoscopist-directed propofol (EDP) have been voiced. However, studies have reported it to be quite safe. In a study involving 82,620 endoscopic procedures, no severe adverse effects associated with EDP were found. 4 In another study, 638 colonoscopies and 181 upper endoscopies were performed under EDP. 5 Hypotension was found in 218 patients (27%), while hypoxemia occurred in 75 patients (9%). However, all episodes of hypotension and hypoxemia were transient, with no need for assisted ventilation. Most recently, a meta-analysis of 2,518
patients from 27 studies reported that propofol sedation presented a similar risk of cardiopulmonary adverse events to that from traditional agents. 6 The article in this issue of Clinical Endoscopy by Goudra et al. 7 is based on 73,029 endoscopic procedures. Sedation was provided by either propofol or intravenous conscious sedation (IVCS). Propofol was administered by a certified anesthesiologist or a certified nurse under the supervision of an anesthesiologist. IVCS was administered by a nurse under supervision from the endoscopist. Bleeding was found to be the most common adverse event, followed by cardiorespiratory arrest and post-procedural pain. Unlike in previous studies, the frequency of most adverse events was significantly higher in patients receiving propofol than in those receiving IVCS. Automatic regression modeling showed that the type of sedation, the American Society of Anesthesiologist (ASA) physical status classification, and the procedure type were predictors of immediate life-threatening complications. Interestingly, the rate of adverse events was higher in the propofol group even though the administration was performed by the anesthesiologist or under the supervision of the anesthesiologist. Although the anesthesiologist directed administration of sedatives would seem likely to decrease the development of complications, recent studies have suggested an increase in the number of complications when sedatives are administered by anethesiologists. 8, 9 In addition, the administration of propofol by anesthesia specialists would inevitably increase the cost of endoscopic procedures. Currently, no studies have compared propofol administration by an endoscopist to that by an anesthesiologist. 6 Several cases of propofol-related deaths during endoscopy are reported every year in Korea. As Voltaire said, "It is the danger that is the least expected that will come to us the soonest". Endoscopists using propofol for sedation during endoscopy should be familiar with the management of adverse events. In addition, propofol sedation should be used with caution in high-risk patients or in complex procedures with long durations.
